It is often assumed that patients with personality disorders have worse compliance in psychotherapy (i.e., attend fewer sessions) than patients without personality disorders. Such an assumption can have negative consequences for the treatment of patients with personality disorders. It also denies the presence of variability in session attendance among patients with personality disorders. Research that attempts to identify the factors that are associated with variability in session attendance among patients with personality disorders is needed. The present study examined the role of interpersonal distress as a predictor of session attendance for patients with personality disorders (n = 72) in two different forms of group psychotherapy (interpretive, supportive). The study also investigated whether patients' cohesion to their group mediated the effect of interpersonal distress on attendance. Findings indicated that interpersonal distress had a strong, direct association with attendance in supportive group therapy, but minimal association in interpretive group therapy. High levels of interpersonal distress were associated with higher attendance in supportive therapy. Furthermore, cohesion to the group accounted for about two-thirds of the effect of interpersonal distress on attendance in supportive group therapy, thus providing compelling evidence for its role as a mediator. Possible explanations and clinical implications of these findings are discussed.
It is often assumed that patients with personality disorders have worse compliance in psychotherapy (i.e., attend fewer sessions) than patients without personality disorders. Such an assumption can have negative consequences for the treatment of patients with personality disorders. It also denies the presence of variability in session attendance among patients with personality disorders. Research that attempts to identify the factors that are associated with variability in session attendance among patients with personality disorders is needed. The present study examined the role of interpersonal distress as a predictor of session attendance for patients with personality disorders (n = 72) in two different forms of group psychotherapy (interpretive, supportive). The study also investigated whether patients' cohesion to their group mediated the effect of interpersonal distress on attendance. Findings indicated that interpersonal distress had a strong, direct association with attendance in supportive group therapy, but minimal association in interpretive group therapy. High levels of interpersonal distress were associated with higher attendance in supportive therapy. Furthermore, cohesion to the group accounted for about two-thirds of the effect of interpersonal distress on attendance in supportive group therapy, thus providing compelling evidence for its role as a mediator. Possible explanations and clinical implications of these findings are discussed.
The success of psychotherapy is affected by many factors. One such factor is the patient's compliance to the treatment regimen. Although compliance is typically discussed in the context of pharmacotherapy, it also applies to psychotherapy. Several authors have argued that a patient's failure to comply with a full course of treatment significantly compromises the treatment's effectiveness (Edlund et al., 2002; Green, Polen, Dickinson, Lynch, & Bennett, 2002) . With regard to psychotherapy, patients need to stay in treatment long enough (i.e., comply) to receive the benefits of the treatment. Non-compliance in psychotherapy is often discussed in terms of poor attendance.
In the context of group psychotherapy, poor attendance can be especially problem-atic. It disrupts group solidarity and can precipitate poor attendance patterns among other group members (Fieldsteel, 1996) . Poor attendance may hinder meaningful work for the rest of the group, often leaving other group members feeling insecure, worried, or angry (MacNair & Corazzini, 1994) . There is often increased reluctance to disclose private information when attendance among group members is unstable. Patients do not wish to repeat their disclosures. Inconsistent attendance has been identified as one of the most common problems in therapy groups (MacNair-Semands, 2002) .
It is a commonly held assumption that patients with personality disorders (PDs) attend fewer sessions of treatment relative to patients without a personality disorder. However, there appears to be little evidence to support this assumption (Garfield, 1994) . For example, in a recent study of interpretive and supportive forms of short-term group psychotherapy, we found that session attendance in either form of therapy did not differ significantly for patients with or without a personality disorder (McCallum, Piper, Ogrodniczuk, & Joyce, 2002) . In fact, there was a tendency for PD patients to attend a greater number of sessions than non-PD patients. Similarly, Wilberg and colleagues (2003) found no significant differences in session attendance between patients with or without a personality disorder in long-term psychodynamic group psychotherapy. Maintaining a "uniformity myth" that patients with PDs will be poor attenders can have significant negative consequences; for example, patients may be denied certain types of effective treatment. Rather than assuming that all PD patients are poor attenders, it would be more clinically useful to study the variability in session attendance among PD patients and the factors that are systematically associated with this variability.
Variability in session attendance among PD patients may be attributed to a large number of factors, for example, type of therapy, personality characteristics, or social support. Despite the need to clarify which factors are associated with poor session attendance among PD patients, there has been little research dedicated to studying this issue. Among the limited research published on this topic, researchers have given attention to examining how various aspects of a patient's interpersonal functioning may affect one's decision to attend psychotherapy sessions. Patients with PDs vary in their capacity to develop positive relationships with others. This may be a deciding factor for the patient's success in engaging in a therapeutic relationship. It has been argued that the highly personal, intense nature of a therapeutic relationship may be overwhelming for patients with significant interpersonal distress, thus leading to poor attendance (Rosenthal, 1998) . However, a trend that has emerged from research in this area suggests that low interpersonal distress is associated with poor attendance (Ackerman, Hilsenroth, Clemence, Weatherill, & Fowler, 2000; Hilsenroth, Handler, Toman, & Padawer, 1995; Thormahlen et al., 2003) . These authors have speculated that patients with low interpersonal distress lack motivation for continuing in therapy. They believe that the psychic distress associated with the patient's poor interpersonal functioning is a powerful motivating factor for seeking and remaining in therapy. Without such distress, patients are less motivated to remain engaged in treatment because they perceive less need for it. It is important to point out that the association between low interpersonal distress and poor attendance has been found only in studies of individual psychotherapy. It appears that no study of group psychotherapy has examined the relationship between interpersonal distress and attendance among patients with personality disorders.
While some authors in the group therapy literature have speculated that high interpersonal distress is desirable for group therapy participation (Frances, Clarkin, & Perry, 1984) , others have argued that high interpersonal distress is likely to lead to poor attendance and dropping out (Roback & Smith, 1987) . A study of psychodynamic group psychotherapy found that high interpersonal distress was related to premature termination (Connelly, Piper, De Carufel, & Debbane, 1986) . However, this study did not focus on patients with personality disorders. Two other studies found that patients with problematic interpersonal styles (perhaps indicating high interpersonal distress) were more likely to have poor attendance and to prematurely terminate from interpersonal therapy groups for college students (MacNair & Corazzini, 1994; MacNair-Semands, 2002) . Again, these studies did not focus on patients with personality disorders. One possible explanation for these findings is that patients with maladaptive interpersonal functioning may feel more vulnerable in a group setting, being fearful of disclosure or attack, and thus may be less likely to fully commit to the group, which results in poor attendance (MacNair & Corazzini, 1994; Roback, 2000) . It is also possible that the maladaptive behaviors of a patient with high interpersonal distress (which are more likely to be apparent in a group setting) elicit negative reactions from the other group members who respond by confronting the patient, alienating him or her from group activities, or scapegoating. This may precipitate poor attendance. As noted by Dies and Teleska (1985) in their discussion of negative outcomes in group psychotherapy, "maladaptive interpersonal styles which have led [a patient] to seek therapy in the first place, may unfortunately prove to be self-defeating in that context as well" (p. 123).
Considering the conflicting findings from the individual therapy literature and the group therapy literature presented above, the nature of the association between interpersonal distress and attendance among PD patients in the context of group psychotherapy remains unclear. The primary objective of the present study was to examine the relationship between interpersonal distress and attendance among patients with personality disorders in two different forms of group therapy. This study may be the first to address this issue. We chose to focus on attendance rather than dropping out because the literature is plagued with idiosyncratic definitions of dropping out which makes comparisons between studies and generalizations of findings difficult.
Not only is it important to determine if interpersonal distress is associated with attendance among patients with personality disorders, but it is also important to identify possible mechanisms through which interpersonal distress may exert its effect on attendance. One possible mechanism is cohesion. Among the various conceptions of cohesion is reference to a patient's attachment (or bond) to the group as a whole (Burlingame, Fuhriman, & Johnson, 2002) . According to Yalom (1995) , cohesion is a necessary condition that facilitates patients' engagement and success in group psychotherapy. Cohesion has been associated with more meaningful self-disclosure, which in turns facilitates more frequent feedback from fellow group members (Tschuschke & Dies, 1994) . It has also been suggested that greater cohesion leads to a greater ability to tolerate the difficulties associated with the initial working stage of short-term group psychotherapy (MacKenzie, 1994) . In a study of premature termination from psychodynamic group therapy, Connelly and colleagues (1986) found that dropouts reported less cohesion to their groups (i.e., less commitment to the group and less perceived compatibility with the group) than completers. Thus, it is possible that a patient's cohesion to the group is one mechanism through which interpersonal distress may affect attendance among PD patients. Therefore, a secondary objective of the present study was to examine whether patients' cohesion to their therapy group mediated the effect of interpersonal distress on attendance.
METHOD

Setting and Procedures
The present study used data from patients who participated in a recently completed randomized clinical trial that investigated the relative effectiveness of interpretive and supportive forms of group psychotherapy for complicated grief and the optimal matching of patient personality and form of therapy (Piper, McCallum, Joyce, Rosie, & Ogrodniczuk, 2001 ). Complicated grief is a syndrome that involves a disturbed bereave-ment process. Individuals with complicated grief experience a constellation of symptoms that often include preoccupation with the lost person, anger about the death, and avoidance of reminders of the loss. Although these symptoms are familiar to many people who have experienced a death loss, the grief reactions of those with complicated grief reach intensities and durations that are extreme. Such reactions are often associated with other clinical complications (e.g., depression and anxiety) and interfere with daily functioning in work or school, as well as social roles.
A detailed description of the design and methodology of the clinical trial is presented by Piper and colleagues (2001) . Patients were referred from a large psychiatric outpatient clinic of a university hospital in Edmonton, Alberta, Canada, if they had experienced a significant death loss and met criteria for complicated grief. Criteria for complicated grief included elevated scores on the Intrusion or Avoidance subscales of the Impact of Events Scale (Horwitz, Wilner, & Alvarez, 1979) or on a set of seven pathological grief items developed by Prigerson and colleagues (1995) . In addition to elevated grief scores, significant disturbance in social functioning (assessed using the Social Adjustment Scale; Weissman & Bothwell, 1976 ) and a duration of at least three months since the time of the loss were also required. Scores on these initial disturbance variables were: intrusion, M = 18.8, SD = 9.9; avoidance, M = 20.8, SD = 10.3; pathological grief, M = 10.0, SD = 6.5; social adjustment, M = 2.7, SD = 0.5. These scores indicated considerable grief symptomatology and social dysfunction among patients. Written informed consent was obtained from all participants. Exclusion criteria included psychosis, substance abuse, active suicidal risk, organic mental disorder, and antisocial personality disorder.
Patients
The sample for the present study consisted of 72 patients who were diagnosed with at least one Axis II personality disorder and began group psychotherapy (i.e., attended at least one session). All 72 patients received diagnoses according to the DSM-III-R. Axis II diagnoses were determined by the computer-administered Structured Clinical Interview for DSM-III-R Personality Questionnaire (SCID-II PQ) and Auto-Structured Clinical Interview for DSM-III-R (Auto-SCID II; First, Gibbon, Williams, & Spitzer, 1991) . Rater reliability for the interview portion of the assessment (Auto-SCID II) was calculated for nine randomly selected cases and three raters. A kappa was calculated for each pair of raters for each disorder. The mean kappa for all pairs and disorders was .95. The most frequent Axis II disorders were avoidant, personality disorder NOS (not otherwise specified), dependent, and borderline (see Table 1 ). The mean number of personality disorder diagnoses per patient was 1.64 (SD = .90).
Axis I diagnoses were identified by the computer-administered Mini-Structured Clinical Interview for DSM-III-R (Mini-SCID; First, Gibbon, Williams, & Spitzer, 1990) and validated by an independent clinical diagnosis assigned jointly by the intake assessor and a psychiatrist, both of whom saw the patient on the day of intake. A total of 73.6% of the patients received an Axis I diagnosis. The most frequent disorders were current major depression (56.9%) and dysthymia (9.7%). The interpretive and supportive therapy conditions did not differ significantly with regard to proportion of patients who had co-morbid Axis II and Axis I disorders, χ 2 = .27, df = 1, p > .60.
The average age of the patients was 40.6 years (SD = 10.9, range = 19-67). Eighty-two percent were women. With regard to marital status, 35% were married or living with a partner, 29% were separated or divorced, 18% were widowed, and 18% were single. Forty-three percent were educated beyond high school, and 49% were employed. Ninety-two percent of the patients were Caucasian. Many (74%) reported receiving previous psychiatric treatment, but few (10%) had a history of psychiatric hospitalization. The types of losses reported by the patients and their prevalence were: parent (46%), partner (14%), sibling (13%), child (8%), friend (4%), and other, for example, grandparent (15%). The average time since the loss was 9.6 years (SD = 11.7, range = .25 -47.0).
Therapists
The therapists were a 40-year-old male psychologist, a 41-year-old female social worker, and a 40-year-old female occupational therapist. They had substantial experience practising group therapy (13, 14, and 10 years, respectively). Each therapist conducted interpretive and supportive groups. A total of 16 groups were run in the clinical trial. The psychologist conducted four therapy groups and the other two therapists conducted six therapy groups each. Each therapist conducted a given pair of interpretive and supportive groups concurrently.
Therapies
Each patient received a form of group therapy that emphasized interpretive or supportive features. They were labelled interpretive therapy and supportive therapy. The contractual and structural features were similar. The patient was scheduled for weekly 90-minute sessions for 12 weeks. Punctual and regular attendance was emphasized. Each group was led by a single therapist. The therapist was paid by a third party.
In interpretive therapy, the primary objective is to enhance the patients' insight about repetitive conflicts (intrapsychic and interpersonal) and trauma that are associated with the losses and that are assumed to serve as impediments to experiencing a normal mourning process. In the session, the therapist attempts to create a climate of tolerable tension and deprivation wherein conflicts can be examined through the use of the here-and-now experience. In regard to technique, the therapist encourages the patients to explore uncomfortable emotions and withholds immediate praise and gratification. The therapist is active, interpretive, and transference-focused.
Unlike certain approaches to short-term, dynamic psychotherapy (e.g., Davanloo, 1978) , our interpretive model did not encourage a relentless, aggressive confrontation of patients' intrapsychic conflicts and defenses. However, an active therapist stance and moderate interpretation of conflict were emphasized. Similarly, our interpretive group therapy model did not follow extreme approaches to group therapy such as that advocated by Bion (1959) , who recommended therapists provide group interpretations exclusively, avoid eye contact with patients, and refuse to repeat interpretations. While our model does advocate the use of group interpretation, it does not recommend its exclusive use. As well, our model encourages therapists to maintain eye contact with patients, to elaborate on interpretations when requested, and to explore material that individual patients present, in addition to attending to group phenomena. In supportive therapy, the primary objective is to improve the patients' immediate adaptation to their life situations. It is assumed that improvements in symptoms and social functioning can be achieved through the provision of support and problem solving. In the session, the therapist attempts to create a climate of gratification wherein patients can share common experiences and feelings, and receive reinforcement for their efforts at coping. In regard to technique, the therapist uses guidance, problem solving, and praise. The therapist is active, non-interpretive, and other-focused (i.e., focused on the patients' current external relationships).
The therapists were experienced in providing a variety of interpretive and supportive therapies. Each had participated in a weekly group seminar and had conducted pilot groups before conducting groups in the study. The seminar continued throughout the project. The therapists followed technical manuals for interpretive group therapy and supportive group therapy for loss patients . The manuals described, illustrated, and compared the technical emphases of the two forms of group therapy. Adherence to the technical manuals was monitored for all sessions by external observers. The adherence ratings indicated that the two forms of therapy were well differentiated and conformed to the technical manuals.
Interpersonal Distress
Interpersonal distress was assessed using the 64-item version of the Inventory of Interpersonal Problems (IIP; Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) . The IIP is a frequently used, reliable, and valid self-report instrument that measures difficulties in a variety of interpersonal domains. These domains of interpersonal problems have been defined, according to theory, as particular combinations of the basic dimensions of affiliation and dominance. Items are rated on five-point scales ranging from "not at all" to "extremely". An overall score is calculated as the mean rating over all 64 items. Higher scores represent greater overall interpersonal distress. Patients in the present study completed the IIP prior to beginning therapy. The average pre-therapy score on the IIP was 1.7 (SD = 0.5).
Cohesion to the Group
The Cohesion Questionnaire (Piper, Marache, Lacroix, Richardsen, & Jones, 1983 ) was used to assess each patient's cohesion to his or her psychotherapy group. After each session of therapy, each patient rated nine items that measured his or her attachment to the group as a whole. Scores for the nine items range between 1 (very little) and 6 (very much), with higher scores reflecting a more positive attachment. This measure assesses three aspects of the patient's attachment to the group: stimulation, commitment, and compatibility. Stimulation items reflect the degree to which the group stimulated, excited, and aroused the patient (e.g., "I have felt excited in the group"). Commitment items reflect the patient's basic allegiance to the group and his or her interest in preserving the basic structure of the group (e.g., "I am willing to work at not missing sessions"). Compatibility items reflect the perceived compositional fit of the patients in the group in terms of suitability (e.g., "The group is composed of people who fit together"). Internal consistency of the scale was high (Cronbach's alpha = .79). The total score for the patient's cohesion to the group at each assessment was generated by calculating the mean of the nine item ratings. We used the average of the total scores taken at all assessments to represent the patient's cohesion to the group across sessions attended.
Data Analyses
A three-step hierarchical regression analysis was used to test whether interpersonal distress was associated with session attendance in group psychotherapy. The dependent variable was session attendance.
Form of psychotherapy was entered in the first step of the regression analysis. This controlled for the effect of type of therapy before we examined the effect of interpersonal distress on attendance. The overall score from the IIP (representing overall interpersonal distress) was entered in the second step. A significant change in the R 2 value would indicate a main effect of interpersonal distress on attendance. The interaction between form of therapy and interpersonal distress was entered in the third step. A significant change in the F value would indicate the effect of interpersonal distress differed depending on the form of therapy. Significance level was set at alpha = .05 (2-tailed).
We used Baron and Kenny's (1986) approach to mediation testing to determine whether the patient's cohesion to the group mediated the effect of interpersonal distress on session attendance. Baron and Kenny's approach involves four steps, each utilizing linear regression to test for different effects. In step 1, interpersonal distress must be significantly associated with attendance. In step 2, interpersonal distress must be significantly associated with cohesion to the group. In step 3, a simultaneous regression analysis is conducted. Attendance is regressed on both interpersonal distress and cohesion to the group. Two features must be evident. First, a significant relationship between cohesion to the group and attendance must be observed. Second, the strength of the relationship between interpersonal distress and attendance must be reduced relative to step 1. In step 4, the regression coefficient for interpersonal distress in step 3 must be significantly smaller than the regression coefficient for interpersonal distress in step 1. This is tested with a z test (Holmbeck, 2002) . If all of the above criteria are met, there is evidence that the effect of interpersonal distress on session attendance is mediated by patient's cohesion to the group.
RESULTS
Session Attendance
The average number of sessions attended for our sample of 72 patients with personality disorders was 9.43 (SD = 3.12). Thirteen percent (n = 9) of the patients attended three or fewer sessions. The average attendance rate was 75% (9 sessions attended on average ÷ 12 total possible sessions = .75). Attendance did not differ significantly between interpretive therapy (M = 9.88, SD = 2.88) and supportive therapy (M = 9.03, SD = 3.31).
Interpersonal Distress and Attendance
A shown in Table 2 , neither form of therapy nor interpersonal distress was significantly associated with attendance for the entire sample. However, a significant interaction effect of form of therapy and interpersonal distress was found.
To clarify the meaning of the interaction, we calculated Pearson correlations between the IIP total score and attendance for each form of therapy separately. The findings indicated that there was minimal association between interpersonal distress and attendance in interpretive therapy [r(32) = -.11, p > .50; R 2 = .01]. However, there was a strong association between interpersonal distress and attendance in supportive therapy [r(36) = .43, p < .01; R 2 = .19]. Lower interpersonal distress was associated with poorer attendance in supportive therapy. Conversely, higher distress was associated with better attendance. Ogrodniczuk et al. 255 Step 1 (form of therapy) .14 .02 1.36 1,70 .248
Step 2 (IIP total score) .23 .05 .03 2.45 1,69 .122
Step 3 (interaction) .36 .13 .08 6.00 1,68 .017
Another approach to clarifying the interaction effect was to test for differences in session attendance between supportive therapy and interpretive therapy for patients with different levels of interpersonal distress. We first split our sample into triads regarding level of distress (low, moderate, high) on the basis of a frequency distribution of IIP total scores for our entire sample. One third of our sample (22/72) scored 1.40 or lower on the IIP. These patients were classified as having low interpersonal distress. Another third (26/72) scored between 1.5 and 1.9 on the IIP. These patients were classified as having moderate interpersonal distress. The final third of patients (24/72) scored 2.0 and above on the IIP. These patients were classified as having high interpersonal distress. We conducted three independent samples t-tests to compare session attendance for supportive and interpretive therapies for patients from each triad of interpersonal distress (see Table 3 ). No significant differences between supportive therapy and interpretive therapy were found for patients with high or moderate interpersonal distress. However, there was a significant difference between the treatment conditions for patients with low interpersonal distress. Patients with low interpersonal distress in supportive therapy attended significantly fewer sessions than patients with low interpersonal distress in interpretive therapy.
Cohesion to the Group as a Mediator of the Effect of Interpersonal Distress
Mediation testing was conducted for the supportive group therapy sample only. A mediation relationship was not explored in interpretive therapy because interpersonal distress was not significantly related to session attendance in that form of therapy.
Step 1. As reported above, interpersonal distress was directly and significantly associated with session attendance in supportive therapy [F(1,37) = 7.93, p < .01, R 2 = .19].
Step 2. We also found that interpersonal distress was directly and significantly associated with cohesion to the group, F(1,37) = 8.07, p < .01, R 2 = .18. This suggested that cohesion to the group could be tested as a mediator of the effect of interpersonal distress on attendance.
Step 3. The findings indicated a direct and significant association between cohesion to the group and session attendance [t(35) = 2.50, p < .05]. The findings also indicated that the beta coefficient for the IIP total score decreased (from β = .43 to β = .26) and was no longer significantly associated with session attendance [t(35) = 1.66, p > .10].
Step 4. We found that the beta coefficient for the IIP total score decreased significantly (z = 1.94, p = .05) when cohesion to the group was included in the prediction model, relative to when only the IIP total score was included in the prediction model. This finding indicated that cohesion to the group mediated the effect of interpersonal distress on session attendance in supportive group psychotherapy.
We also calculated the percentage of the effect of interpersonal distress on attendance (interpersonal distress → attendance) that is accounted for by cohesion to the group (interpersonal distress → cohesion to the group → attendance). This percentage informs us of the degree to which the effect of interpersonal distress is mediated by cohesion to the group. We found that cohesion to the group accounted for 64.6% of the effect of interpersonal distress. Thus, the mediation provided by cohesion to the group accounted for nearly two-thirds of the direct effect of interpersonal distress on session attendance in supportive group psychotherapy. Despite this, the results also indicate that the mediation provided by cohesion to the group was partial and not complete. Although complete mediation is theoretically possible, it is unlikely in research on psychosocial phenomena.
Cohesion to the Group in Supportive Therapy vs. Interpretive Therapy
Our final analysis involved testing for differences in cohesion between supportive therapy and interpretive therapy for patients with different levels of interpersonal distress. We conducted three independent samples t-tests to compare cohesion to the group ratings for supportive and interpretive therapies for patients from each triad of interpersonal distress (described above). As Table 4 shows, we found that while there were no significant differences between supportive therapy and interpretive therapy for patients with high or moderate interpersonal distress, there was a significant difference for patients with low interpersonal distress. Patients with low interpersonal distress in supportive therapy reported considerably lower cohesion to the group than patients with low interpersonal distress in interpretive therapy.
DISCUSSION
The present study found that interpersonal distress among patients with personality disorders was directly and strongly associated with session attendance in supportive group psychotherapy, accounting for 19% of the variance in attendance. However, we found minimal association between interpersonal distress and attendance in interpretive group psychotherapy. Patients with moderate to high levels of interpersonal distress appeared to have similar attendance rates in each form of psychotherapy provided. However, patients with low levels of interpersonal distress were found to attend far fewer sessions in supportive therapy than in interpretive therapy. Our finding of a relationship between low interpersonal distress and poor attendance is consistent with findings of several other studies of individual therapy (Ackerman et al., 2000; Hilsenroth et al., 1995; Thormahlen et al., 2003) . Our study clarified that this relationship is not ubiquitous, but may differ depending on the type of psychotherapy that is provided.
An explanation that is typically offered to account for this association concerns the lack of motivation for therapy among patients with low interpersonal distress, which is presumed to lead to poor attendance. Ackerman and colleagues (2000) suggest that patients with low interpersonal distress have reasonably good interpersonal relationships outside of the treatment setting. Thus, these patients may have less motivation to establish close contact with the therapist and less need for the social support and connection with others in the therapy group because they can more easily utilize interpersonal resources outside of therapy. We found that patients with low interpersonal distress were just as likely to regularly attend sessions as patients with moderate or high interpersonal distress in interpretive group therapy, which may not support this explanation. However, certain features of interpretive group therapy may have compensated for low motivation, and thus interpretive group therapy was able to keep patients with low interpersonal distress (and motivation) engaged in treatment, whereas supportive group therapy could not. Unfortunately, our study did not include a measure of motivation which would have enabled us to directly examine the relationship between interpersonal distress and motivation for therapy.
In an effort to more clearly elucidate a possible mechanism through which interpersonal distress affects session attendance in supportive group therapy, we used the multi-step procedure of Baron and Kenny (1986) for testing the presence of mediation effects. We found that cohesion to the group met all the requirements for being considered a mediator. The findings indicated that the lower the level of interpersonal distress, the less positive the patient's cohesion to the group, and the worse the attendance. The mediation provided by cohesion to the group accounted for approximately two-thirds of the direct effect of interpersonal distress on attendance, thus suggesting that the patient's cohesion to the group is an important mechanism through which interpersonal distress exerts its effect in supportive therapy.
We also found that while patients with moderate or high interpersonal distress reported similar levels of cohesion to the group in interpretive therapy and supportive therapy, there was a significant difference between the therapies among patients with low interpersonal distress. Those patients in supportive therapy reported considerably less cohesion to the group than their counterparts in interpretive therapy. This suggests that, compared to interpretive group therapy, supportive group therapy was less able to stimulate the interest of patients with low interpersonal distress, encourage their sense of commitment, or convince these patients of the group's suitability for their problems.
Thus, it may not be the case that patients with low interpersonal distress have less motivation for therapy in general, but instead they may have needs and expectations for therapy that differ from patients with higher levels of distress and which are met by some forms of therapy (e.g., interpretive therapy) but not others (e.g., supportive therapy). Supportive therapy works under the assumption that patients are coming to therapy in some state of crisis. This form of therapy involves the creation of somewhat dependent relationships between patients in crisis and an accepting, benevolent, and expert therapist. Such a relationship facilitates the therapist's influence over the patients and his or her use of guidance, problem solving, and praise. With the therapist's guidance, patients work toward resolving current crises and eventually develop effective problem-solving skills. For patients with low interpersonal distress, such an approach to therapy may not satisfy their needs or expectations. Their needs or expectations may have less to do with crisis-management issues and more to do with chronic issues (e.g., long-standing difficulties controlling one's anger). Patients who perceive that their needs or expectations are not being met in supportive therapy show little interest in the activities of the group, have little commitment to the group, and perceive incompatibility between themselves and the rest of the group. Such an absence of cohesion to the group is manifested in the form of poor attendance. Interpretive therapy, with its focus on understanding intrapsychic issues that contribute to one's problems, may be better suited to the needs and expectations of patients with low interpersonal distress.
One implication of our findings is that clinicians may have to modify their beliefs about which patients may be the most difficult to engage in treatment. Many clinicians hold the assumption that patients with personality disorders will be the most difficult to retain in therapy. Such a belief may lead to denial of treatment for these patients or adversely affect the therapeutic process. The findings of the present study indicate that variability in attendance exists among PD patients and that this variability is associated with level of interpersonal distress. Furthermore, the relationship between interpersonal distress and attendance differs with the type of therapy that is provided. The findings suggest that in interpretive group therapy, there is little reason to suspect that patients with high levels of interpersonal distress will be any more difficult to retain in treatment (with regard to attendance at least) than patients with lower levels of distress.
Conversely, in supportive group therapy, clinicians may encounter more difficulty with patients who present with low, rather than high, levels of interpersonal distress.
A second implication is that clinicians should consider matching patients to different forms of psychotherapy according to the patient's levels of interpersonal distress. Poor attendance is a significant impediment to the efficient use of health care resources and the effective use of group therapy as a therapeutic modality. Appropriate matches between patient and treatment may help reduce poor attendance and thus improve the effectiveness and efficiency of group therapy. Our findings indicate that supportive group therapy may be a poor match for patients with low levels of interpersonal distress. Interpretive group therapy may be more suitable. Patients with moderate to high levels of interpersonal distress appear suitable for either interpretive or supportive group therapy.
The findings of this study must be considered along with its limitations. As suggested above, the differences in attendance for patients with higher or lower levels of interpersonal distress in the two forms of therapy may have been influenced by patients' needs or expectations for a particular type of therapy. Unfortunately, such pre-therapy needs or expectations were not assessed. Similarly, our study did not include a measure of motivation for treatment, and thus we cannot be certain of the association between interpersonal distress and motivation for therapy. Our sample consisted of patients with personality disorders who had lost a significant person through death, met criteria for complicated grief, and received treatment that was intended to help them resolve their loss issues. It is unclear whether our findings would generalize to other patients with personality disorders without complicated grief who receive treatment that specifically addresses issues related to their personality functioning. Generalization is also limited by the fact that our sample was primarily female. It is unclear whether the findings would be equally applicable to male patients. Finally, ours appears to be the first study of group therapy to directly test the association between interpersonal distress and attendance among patients with personality disorders. Thus, additional research that addresses the limitations of the present study using a broader sampling of therapy groups will be required to confirm the findings that we have presented here.
